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LJ is a 45-year-old male who has just been diagnosed with high cholesterol. In addition to drug 
therapy, his physician mentioned focusing on a few lifestyle modifications that may help lower his 
cholesterol levels. LJ admits he does not have the healthiest eating habits; he often orders fast food. 
In addition, when he goes out and has a few drinks with friends, he says he also usually smokes 2-4 
cigarettes. LJ does not currently take any prescription medications, however, he takes a daily 
multivitamin and vitamin B12 1000 mcg PO once daily. LJ's physician tells him that his HDL-C level is 
0.9 mmol/L (normal: >1.20 mmol/L). LJ's estimated creatinine clearance is 75 mL/min. 


All of the following interventions increase high-density lipoprotein cholesterol (HDL-C) EXCEPT: 


Select one: 


High alcohol consumption (> 1-2 drinks per day) Y 
Smoking cessation X 


Weight loss 
fe Rose Wang (ID:113212) this answer is incorrect. Weight loss increases HDL levels. 


Fibrates * 


Marks for this submission: 0.00/1.00. 

TOPIC: Dyslipidemia 

LEARNING OBJECTIVE: 

To understand how various interventions impact HDL cholesterol levels. 
BACKGROUND: 


Various interventions can impact HDL and LDL levels in the body. A low or high LDL level can be associated 
with atherosclerosis. The following interventions have been shown to increase HDL levels (but not necessarily 
provide cardiovascular mortality and morbidity benefit): 


© Resins (mild increase) 
e Statins (mild increase) 
* Fibrates 

* Weight loss 


* Smoking cessation 


High alcohol consumption decreases HDL. 
RATIONALE: 

Correct Answer: 

(Option #1): High alcohol consumption decreases HDL. 
Incorrect Answers: 


(Option #2): Smoking cessation increases HDL levels. 
(Option #3): Weight loss increases HDL levels. 
(Option #4): Fibrates increase HDL levels. 


TAKEAWAY/KEY POINTS: 
Fibrates, smoking cessation and weight loss can increase HDL levels. High alcohol consumption decreases 
HDL levels. 

REFERENCE: 

[1] Miller M. Raising an isolated low HDL-C level: Why, how, and when? Cleve Clin J Med. 2003. 70(6):553- 
560. https://mdedge-files-live.s3.us-east-2.amazonaws.com/files/s3fs- 
public/issues/articles/content_70_553.pdf 

[2] Foerster M, Marques-Vidal P, Gmel G et al. Alcohol drinking and cardiovascular risk in a population with 
high mean alcohol consumption. Am J Cardiol. 2009 Feb 1;103(3):361-8. 


The correct answer is: High alcohol consumption (>1-2 drinks per day) 


MD is a 54-year-old female that requires treatment for her dyslipidemia. Her physician would like to 
start her on a medication to help reduce the "bad" cholesterol that is circulating. MD has heard that 
treatments for dyslipidemia can cause myalgia and she would like to avoid this side effect. She is very 
anxious about these potential symptoms, as she already experiences mild restless leg syndrome at 
night for which she takes magnesium oxide 420 mg PO BID. 


| Send Feecback 


Which of the following medications is least likely to cause myalgia? 


Select one: 


Rosuvastatin % 
Rose Wang (ID:113212) this answer is incorrect. Statins can cause myalgia. 


Ezetimibe X. 
Gemfibrozil x 
Cholestyramine Y 


Marks for this submission: 0.00/1.00. 
TOPIC: Dyslipidemia 


LEARNING OBJECTIVE: 
To identify the side effects of agents used to treat dyslipidemia. 


BACKGROUND: 


Many of the medications used to treat dyslipidemia have been associated with myalgias and rhabdomyolysis. 
Statins, ezetimibe, and fibrates have all been associated with myalgias. Bile acid sequestrants such as 
cholestyramine are not associated with myalgias 


There are varying degrees of statin-induced myopathy ranging from myalgia to rhabdomyolysis. Myalgia is 
defined as muscle-related symptoms with a normal creatinine kinase. After careful consideration of benefits 
versus risks, individuals may be instructed to continue, stop, or reduce the dose of statin therapy depending 
on the severity of symptoms. If the statin is stopped, symptoms should resolve prior to re-initiation of 
therapy. Patients may re-challenge with the same statin at either the same or a lower dose, switch to an 
alternative statin, or consider alternate day dosing. 


Myositis is defined as muscle-related symptoms with an elevated creatinine kinase less than 10 times the 
upper limit of normal. It is recommended to stop statin therapy and monitor creatinine kinase until it returns 
to normal. Individuals may then re-challenge with the same statin at a lower dose, choose an alternative 
statin, consider alternate day dosing, or consider an alternative drug class. 


Individuals presenting with muscle-related symptoms and a creatinine kinase level greater than 10 times the 
upper limit of normal should stop statin therapy, and both renal function and urine myoglobin must be 
checked. Once creatinine kinase returns to normal and creatinine is stable, patients may consider a low-dose 
alternative statin, however, there is a strong consideration for the use of non-statin agents in this case. 


RATIONALE: 


Correct Answer: 


* Cholestyramine - Myalgia is not an adverse effect of cholestyramine. 


Incorrect Answers: 
* Rosuvastatin - Statins can cause myalgia. 
© Ezetimibe - Ezetimibe can cause myalgia. 


* Gemfibrozil - Fibrates can cause myalgia. 


TAKEAWAY/KEY POINTS: 


Statins, ezetimibe, and fibrates have all been associated with myalgias. Bile acid sequestrants such as 
cholestyramine are not associated with myalgias 


REFERENCE: 


[1] Roederer GO. Dyslipidemias. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


The correct answer is: Cholestyramine 


Setia JL is an 82-year-old female on rosuvastatin for dyslipidemia. She has a past medical history significant 
10:51835 for type 2 diabetes, chronic kidney disease (CKD). hyperthyroidism, and osteoarthritis. JL's list of 
ea medication: liptin 25 mg PO daily, methimazole 5 mg PO daily, acetaminophen 500 mg 


PO QID PRN, and vitamin D 2000 units PO daily. JL's most recent creatinine clearance is 45 mL/1 
her serum potassium level is 4.5 mmol/L (normal: 3.5 - 5.0 mmol/L), and her serum sodium level 
140 mmol/L (normal: 135 - 147 mmol/L). 


Which of the following is NOT a risk factor for JL to develop myopathy secondary to statin therapy? 


Select one: 
Advanced age 
CKD x 
Gender ® 
Hyperthyroidism ¥ 


Rose Wang (ID:113212) this answer is correct. Hypothyroidism, not 
hyperthyroidism, can predispose patients to myopathy. 


Question 4 
ID; 51839 


Incorrect 


Marks for this submission: 1.00/1.00. 
TOPIC: Dyslipidemias 


LEARNING OBJECTIVE: 
To identify factors that predispose patients taking statin therapy to myopathy. 


BACKGROUND: 


Many drugs used for dyslipidemias have been associated with myalgias & myotoxicity, including statins, 
fibrates, and ezetimibe. The mechanism of myopathy from statins is due to decreased metabolites causing 
altered intracellular signaling pathways and enhanced apoptosis. Furthermore, decreased cholesterol can 
lead to decreased sarcolemma stabilization. The sarcolemma is defined as an "excitable" membrane that 
surrounds the skeletal muscle fibers and is the site of action potential conduction, which activates muscle 
contraction. 


There are certain patient-specific factors which can further predispose patients to myotoxicity. These factors 
include elderly patients, female patients, low body weight or frail patients, renal impairment, diabetes, 
hypothyroidism, and drug interactions. 


RATIONALE: 
Correct Answer: 

* Hyperthyroidism - Hypothyroidism, not hyperthyroidism, predisposes patients to myopathy. 
Incorrect Answers: 

* Advanced age - Advanced age is a risk factor for myopathy. 

e CKD - CKD is a risk factor for myopathy. 


* Gender - Gender is a risk factor for myopathy. 


TAKEAWAY/KEY POINTS: 


Patient-specific factors including advanced age, female gender, low body weight or frailty, renal impairment, 
diabetes, hypothyroidism, and drug interactions can increase the risk of myalgias of patients concurrently on 
statin therapy. 


REFERENCE: 


[1] Chatzizisis YS, Koskinas KC, Misirli G, Vaklavas C, Hatzitolios A, Giannoglou GD. Risk factors and drug 
interactions predisposing to statin-induced myopathy: implications for risk assessment, prevention and 
treatment. Drug Saf. 2010 Mar 1;33(3):171-87. 


The correct answer is: Hyperthyroidism 


JAis a 45-year-old male patient who comes to your clinic as they have been told by their physician 
they need to decrease their cholesterol. JA’s last triglyceride (TG) level was 1.4 mmol/L. JA states his 
physician educated him about a healthy lifestyle and has given him a new prescription for a statin. 


Which of the following laboratory parameters should NOT be used to monitor drug therapy efficacy? 


Select one: 
Apolipoprotein B (ApoB) % 
Creatine kinase (CK) V 


LDL-CX 

non- X 

HDL- Rose Wang (ID:113212) this answer is incorrect. LDL-C, non-HDL-C, and apolipoprotein B 
c are the recommended monitoring parameters used to evaluate drug efficacy if triglyceride 


levels are less than 1.5 mmol/L. 


Marks for this submission: 0.00/1.00. 
TOPIC: Dyslipidemias 


LEARNING OBJECTIVE: 
To understand which laboratory parameters are used to monitor drug efficacy in dyslipidemia. 


BACKGROUND: 


The 2021 Dyslipidemia Guidelines recommend that non-HDL-C and apolipoprotein B be used as the primary 
lipid targets for monitoring drug therapy, particularly in patients with triglyceride (TG) levels greater than or 
equal to 1.5 mmol/L. If triglyceride levels are less than 1.5 mmol/L, the recommended monitoring parameters 
are LDL-C, non-HDL-C, and apolipoprotein B. 


Question 5 
Ip: 51841 


Corect 


LDL is a lipoprotein that serves as a vehicle to transport cholesterol through the bloodstream. Excess LDL-C 
can lead to plaque build up in the artery walls, which increases the risk of cardiovascular and cerebrovascular 
disease. Non-HDL-C is another parameter used when screening for and monitoring patients with 
dyslipidemia. Non-HDL-C is calculated by subtracting the "good" cholesterol (i.e. HDL-C) from the total 
cholesterol (TC) level. Therefore, non-HDL-C is simply the sum of all the unhealthy cholesterol circulating in 
the bloodstream. Apolipoprotein B (ApoB) is commonly found in LDL. It is not routinely tested for in Canada, 
however, it is recommended as an alternative to LDL-C to monitor certain patients with dyslipidemia. ApoB is 
a useful parameter in patients with elevated triglyceride levels since LDL-C may be more difficult to measure 
in these patients. 


RATIONALE: 


Correct Answer: 


* Creatine kinase (CK) - Creatine kinase is not an appropriate monitoring parameter for statin efficacy. 


Incorrect Answers: 


* Apolipoprotein B (ApoB) - LDL-C, non-HDL-C, and apolipoprotein B are the recommended 
monitoring parameters used to evaluate drug efficacy if triglyceride levels are less than 1.5 mmol/L. 


* LDL-C - LDL-C, non-HDL-C, and apolipoprotein B are the recommended monitoring parameters used 
to evaluate drug efficacy if triglyceride levels are less than 1.5 mmol/L. 


* non-HDL-C - LDL-C, non-HDL-C, and apolipoprotein B are the recommended monitoring parameters 
used to evaluate drug efficacy if triglyceride levels are less than 1.5 mmol/L. 


TAKEAWAY/KEY POINTS: 


The Canadian Cardiovascular Society recommends monitoring treatment efficacy using LDL-C, non-HDL-C, or 
ApoB (fasting or non-fasting) if TG < 1.5 mmol/L. If TG > 1.5, the guidelines recommend the routine use of 
non-HDL-C or ApoB (fasting or non-fasting) instead of LDL-C as a treatment target. 


REFERENCE: 


[1] Anderson TJ, Grégoire J, Pearson GJ et al. 2016 Canadian Cardiovascular Society guidelines for the 
management of dyslipidemia for the prevention of cardiovascular disease in the adult. Can J Cardiol 
2016;32(11):1263-82. 


[2] Mancini GB, Baker S, Bergeron J et al. Diagnosis, prevention, and management of statin adverse effects 
and intolerance: Canadian Consensus Working Group Update (2016). Can J Cardiol 2016;32(Suppl 7): 535-65. 


[B] Pearson, G. J. et al, 2021. 2021 Canadian Cardiovascular Society Guidelines for the Management of 
Dyslipidemia for the Prevention of Cardiovascular Disease in Adults. Canadian Journal of Cardiology, 37, 
1129-1150. doi: 10.1016/j.cjca.2021.03.016 


The correct answer is: Creatine kinase (CK) 


SH is a 65-year-old female being assessed by her family physician for possible causes of newly 
diagnosed hyperlipidemia. Her past medical history is significant for hypertension, rheumatoid 
arthritis, and atrial fibrillation for which she takes hydrochlorothiazide, prednisone, and warfarin, 
respectively. SH has also been taking hormone replacement therapy since entering menopause. SH 
does not smoke nor does she consume any alcohol, and she maintains a relatively healthy diet. Her 
serum crea level is 75 pmol/L (normal: 50 - 100 ymol/L), her serum potassium level is 3.9 
mmol/L (normal: 3.5 - 5.0 mmol/L), and she weighs 72 kg. 


All of the following drugs are known to cause secondary hyperlipidemia EXCEPT: 


Select one: 


Hormone replacement therapy % 
Warfarin ¥ 3 
‘Rose Wang (ID:113212) this answer is correct. Warfarin is not a common cause of 
secondary hyperlipidemia. 
Prednisone % 
Hydrochlorothiazide % 


Marks for this submission: 1.00/1.00. 
TOPIC: Dyslipidemias 


LEARNING OBJECTIVE: 
To recognize medications that can cause secondary dyslipidemia. 


BACKGROUND: 


When initiating therapy for dyslipidemia, it is important to understand potential contributors to patients’ lipid 
levels. In addition to assessing diet, physical activity, stress management, and other lifestyle factors it is also 
important to consider medications. Certain medications can contribute to hyperlipidemia and these 
medications include: 


e Thiazide diuretics 


e Azole antifunaals 


Question 6 
ID: 51844 
Corect 


Y Flag 


Hormone replacement therapy 


Oral contraceptives 


Corticosteroids 


Isotretinoin 


Mirtazapine 


Atypical antipsychotics 


e Protease inhibitors 


It is important to note that while these medications can contribute to dyslipidemia, they do not necessarily 
have to be discontinued and would be left to the clinical judgment of the practitioner. 


RATIONALE: 
Correct Answer: 


e Warfarin - Warfarin is not a common cause of secondary hyperlipidemia. 


Incorrect Answers: 


© Hormone replacement therapy - Hormone replacement therapy is a common cause of secondary 
hyperlipidemia. 


© Prednisone - Corticosteroids are a common cause of secondary hyperlipidemia. 


© Hydrochlorothiazide - Thiazide diuretics are a common cause of secondary hyperlipidemia. 


TAKEAWAY/KEY POINTS: 


Certain medications such as thiazide diuretics, prednisone, and hormone replacement therapy can cause 
secondary hyperlipidemias. 


REFERENCE: 
[1] Roederer GO. Dyslipidemias. In: RxTX. Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 
The correct answer is: Warfarin 


Which of the following is NOT considered a statin-indicated condition? 


Select one: 
54-year old patient with chronic kidney disease for 2 years and an eGFR of 45 mL/min X 
Abdominal aortic aneurysm in a 30-year-old patient * 
A 41-year-old patient with diabetes * 


A patient with liver failure classified as {v 

Child-Pugh B Rose Wang (ID:113212) this answer is correct. 
Liver failure is not considered a statin-indicated 
condition. 


Marks for this submission: 1.00/1.00. 
TOPIC: Dyslipidemia 


LEARNING OBJECTIVE: 
To identify statin-indicated conditions for patients with dyslipidemia. 


BACKGROUND: 


The 2016 Canadian Cardiovascular Society Guidelines for the Management of Dyslipidemia identified a 
number of conditions that place patients at risk of developing cardiovascular disease. Conditions that warrant 
statin use include: 


Clinical atherosclerosis 


Abdominal aortic aneurysm 


Diabetes mellitus (DM) with age 2 40 years old, diabetes with > 15-year duration for age 2 30 years 
(Type 1 Diabetes Mellitus [DM))), or with the presence of microvascular disease 


Chronic kidney disease > 3 months and have either an eGFR of <60 mL/min or albumin to creatinine 
ratio (ACR) of >3, and LDL-c > 5 mmol/L or documented history of familial hypercholesterolemia and 
age >50 


RATIONALE: 
Correct Answer: 


oA it with liver failure classified as Child-Pugh B - Liver failure is not considered a statin- 


Question 7 
Ip: 51846 


Incorrect 


Fag question 


(aree 


imaicavea conan. 


Incorrect Answers: 


* 54-year old patient with chronic kidney disease for 2 years and an eGFR of 45 mL/min - Patients 
with chronic kidney disease for >3 months with an eGFR of <60 ml/min or an albumin-to-creatinine 
ratio (ACR) of >3 mg/mmol are recommended statin therapy. 


* Abdominal aortic aneurysm in a 30-year-old patient - Patients with an aortic aneurysm >3 cm ora 
previous aortic aneurysm surgery should be prescribed statin therapy. 


* A 41-year-old patient with diabetes - Statin therapy is recommended for patients with diabetes and 
microvascular disease, patients with diabetes at least 40 years of age, and patients with diabetes at 
least 30 years of age with a diabetic history of at least 15 years. 


TAKEAWAY/KEY POINTS: 
Conditions that warrant statin use include: 


Clinical atherosclerosis 


Abdominal aortic aneurysm 


Diabetes mellitus (DM) with age > 40 years old, diabetes with > 15-year duration for age > 30 years 
(Type 1 Diabetes Mellitus [DM])), or with the presence of microvascular disease 


Chronic kidney disease > 3 months and have either an eGFR of <60 mL/min or albumin to creatinine 
ratio (ACR) of >3, and LDL-c > 5 mmol/L or documented history of familial hypercholesterolemia and 
are > 50 years of age 


REFERENCE: 


[1] Anderson TJ, Gregoire J, Pearson GJ et al. 2016 Canadian Cardiovascular Society Guidelines for the 
Management of Dyslipidemia for the Prevention of Cardiovascular Disease in the Adult. Can J Cardiol. 2016 
Nov;32(11):1263-1282 

[2] Pearson, G. J. et al, 2021. 2021 Canadian Cardiovascular Society Guidelines for the Management of 
Dyslipidemia for the Prevention of Cardiovascular Disease in Adults. Canadian Journal of Cardiology, 37, 
1129-1150, doi: 10.1016/j.cjca.2021.03.016 


The correct answer is: A patient with liver failure classified as Child-Pugh B 


KM is a 56-year-old male presenting to his family physician for a follow-up after initiating stati 
therapy three months ago. His past medical history is significant for type 2 diabetes, osteoart! 
and hypertension for which he takes metformin 1000 mg PO BID, acetaminophen 1000 mg PO TID 
PRN, celecoxib 100 mg PO BID, and amlodipine 5 mg PO daily, respectively. Though he has been 
taking maximally tolerated rosuvastatin once daily for the past three months, his cholesterol levels 
are still not at the desired target. His physician would like to add another agent to his regimen and is 
seeking a recommendation from you with regards to add-on therapy. 


Which of the following medications would NOT be an appropriate recommendation for KM? 


Select one: 
Ezetimibe * 
Cholestyramine % 
Gemfibrozil %. 
Evolocumab * 


Rose Wang (ID: 113212) this answer is incorrect. Evolocumab and other PCSK9 
inhibitors can be combined with statins. 


Mars for this submission: 0.09/1.00. 


TOPIC: Dyslipidemias 


LEARNING OBJECTIVE: 
To identify drug-drug interactions between statins and other medications for the treatment of dyslipidemia. 


BACKGROUND: 


Medications used for the treatment of dyslipidemia include HMG-CoA reductase inhibitors (statins), fibrates, 
bile acid sequestrants, niacin, ezetimibe, and PCSK9 inhibitors. The first-line treatment options of 
dyslipidemia are HMG-CoA reductase inhibitors unless the patient is unable to tolerate this class of 
medications, Some patients may be unable to achieve their respective cholesterol targets with statins alone 
and may require additional medications to be used concurrently. Ezetimibe, bile acid sequestrants, PCSK9 
inhibitors, and fibrates with the exception of gemfibrozil can be used concurrently with statins to help control 
cholesterol levels, Both niacin and gemfibrozil increase the risk of myopathy when used concurrently with 
statins. 


RATIONALE: 
Correct Answer: 


e Gemfibrozil - Gemfibrozil should be avoided with statins. 


Incorrect Answers: 
e Ezetimibe - Ezetimibe can be combined with statins. 
© Cholestyramine - Cholestyramine can be combined with statins. 


e Evolocumab - Evolocumab and other PCSK9 inhibitors can be combined with statins. 


TAKEAWAY/KEY POINTS: 


Ezetimibe, bile acid sequestrants, PCSK9 inhibitors, and fibrates with the exception of gemfibrozil can be used 
concurrently with statins. 


REFERENCE: 


[1] Roederer GO. Dyslipidemias. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


The correct answer is: Gemfibrozil 


Question 8 FJ is a 63-year-old male who would like to calculate his Framingham Risk Score. His past medical 

1p, ste4e history includes hypertension, dyslipidemia, and insomnia for which he takes valsartan 80 mg PO 
daily, atorvastatin 10 mg PO QHS, and zopiclone 7.5 mg PO QHS PRN, respectively. His most recent 
blood pressure reading was 135/80 mmHg, his serum LDL-C level is 1.9 mmol/L, and his total 

{Rag ausston cholesterol level is 4.5 mmol/L. FJ is a social drinker, but he does not smoke. 

(Se reena 


Incorrect 


Which of the following is NOT used to calculate the Framingham Risk Score? 


Select one: 
Systolic Blood Pressure (SBP) ¥ 
Age X 
Total x 
cholesterol Rose Wang (ID:113212) this answer is incorrect. Total cholesterol is used to 


calculate the Framingham Risk Score. 


Low-density cholesterol (LDL) ¥ 


Marks for this submission: 0.00/1.00. 
TOPIC: Dyslipidemia 


LEARNING OBJECTIVE: 


To identify parameters used to calculate the Framingham Risk Score. 


BACKGROUND: 


As a component of the clinical assessment of patients with dyslipidemia, it is important to consider the 
patient's risk of developing cardiovascular disease. The Framingham Risk Score (FRS) is commonly used to 
calculate a patient's 10-year-risk of developing cardiovascular disease. The risk score is used to categorize 
patients into low-risk (<10%), intermediate-tisk (10-20%), and high-risk (>20%) of developing cardiovascular 
disease. Parameters used to calculate the FRS include age, gender, smoking status, both high-density 
lipoprotein (HDL) and total cholesterol, systolic blood pressure, and treatment of hypertension. 


RATIONALE: 
Correct Answer: 


* Low-density cholesterol (LDL) - High-density lipoprotein and total cholesterol are used to calculate 
the Framingham Risk Score, but LDL is not. 


Incorrect Answers: 


* Systolic Blood Pressure (SBP) - Systolic blood pressure is used to calculate the Framingham Risk 
Score. 


* Age - Age is used to calculate the Framingham Risk Score. 


e Total cholesterol - Total cholesterol is used to calculate the Framingham Risk Score. 


TAKEAWAY/KEY POINTS: 


Parameters used to calculate the Framingham Risk Score include age, gender, smoking status, both high- 
density lipoprotein and total cholesterol, systolic blood pressure, and treatment for hypertension. 


REFERENCE: 


[1] D'Agostino RB Sr, Vasan RS, Pencina MJ et al. General cardiovascular risk profile for use in primary care: 
the Framingham Heart Study. Circulation. 2008 Feb 12;117(6):743-53. 


The correct answer is: Low-density cholesterol (LDL) 


Question 9 Which of the following statements is true of the Framingham Risk Score (FRS)? 
10:51857 


Corect 


Select one: 


Question 10 
1D: 51743 


The FRS underestimates ive "y 5 
ardia e o indvidual of Rose Wang (ID:113212) this answer is correct. This is 


paoka Ea PAE tue as socioeconomic status is not an independent risk 
factor included in the FRS. 


The FRS predicts the risk of cardiovascular disease over a 1 year period % 
The FRS provides accurate, reliable data for patients of any age * 


The FRS accurate predicts cardiovascular risk for individuals with chronic kidney disease * 


Marks for this submission: 1.00/1.00. 
TOPIC: Dyslipidemia 


LEARNING OBJECTIVE: 


To recognize the pros and cons when using the Framingham Risk Score to assess cardiovascular risk. 


BACKGROUND: 


As a component of the clinical assessment of patients with dyslipidemia, it is important to consider the 
patient's risk of developing cardiovascular disease. The Framingham Risk Score (FRS) is used to calculate a 
patient's 10-year-risk of developing cardiovascular disease, When using the FRS and other algorithms for a 
risk assessment, there are considerations that may affect the calculated cardiovascular risk for patients. 
Limitations to the FRS include: 


* Lack of generalizability to ethnicities as the study was completed with Caucasian males 
e Cannot be used in patients with CKD 


* Does not accurately predict risk for the young, elderly, and female patients 


RATIONALE: 


Correct Answer: 


œ The FRS underestimates cardiovascular risk for individuals of lower socioeconomic status - This is 
true as socioeconomic status is not an independent risk factor included in the FRS. 


Incorrect Answers: 


© The FRS predicts the risk of cardiovascular disease over a 1 year period - The FRS is a tool used to 
calculate the cardiovascular risk assessment over a 10 year period. 


© The FRS provides accurate, reliable data for patients of any age - For patients over the age of 75, the 
Framingham Risk Score is not a well-validated tool. 


+ The FRS accurately predicts cardiovascular risk for individuals with chronic kidney disease - The FRS 
should not be used to calculate cardiovascular disease risk in patients with chronic kidney disease. 


TAKEAWAY/KEY POINTS: 
Limitations to the FRS include: 
e Lack of generalizability to individuals with lower socioeconomic status 
* Cannot be used in patients with CKD 


* Does not accurately predict risk for the young, elderly, and female patients 


REFERENCE: 


[1] Anderson TJ, Grégoire J, Pearson GJ et al. 2016 Canadian Cardiovascular Society Guidelines for the 
Management of Dyslipidemia for the Prevention of Cardiovascular Disease in the Adult. Can J Cardiol. 2016 
Nov;32(11):1263-1282. 


The correct answer is: The FRS underestimates cardiovascular risk for individuals of lower socioeconomic 
status 


Which of the following patients should be screened for dyslipidemia? 


Select one: 
A 38-year-old female with osteoporosis % 
35-year-old male with asthma % 
A 32-year-old v 


i Rose Wang (ID:113212) this answer is correct. Patients with HIV should be 
FeSi AN ‘screened for dyslipidemia regardless of their age. 


A 28-year-old male with a BMI of 26 kg/m? * 


Marks for this submission: 1.00/1.00. 


torig vysipiuenia 


LEARNING OBJECTIVE: 


To recognize conditions where risk assessments for dyslipidemia should be performed regardless of the age 
of the patient. 


BACKGROUND: 


Screening for dyslipidemia is recommended for men >40 years of age and women 240 years of age (or 
postmenopausal). In addition, patients with a number of conditions are also at increased risk of developing 
cardiovascular disease and should be screened for dyslipidemia regardless of their age including 


Clinical evidence of atherosclerosis 


* Abdominal aortic aneurysm 


Diabetes 


e Arterial hypertension 


Current cigarette smoking 


© Stigmata of dyslipidemia 


Family history of premature CVD 
© Family history of dyslipidemia 


Chronic kidney disease 
© Obesity 


Inflammatory bowel disease 


e HIV infection 


Erectile dysfunction 
e COPD 


Hypertensive diseases of pregnancy 


RATIONALE: 
Correct Answer: 


e A 32-year-old female with HIV - Patients with HIV should be screened for dyslipidemia regardless of 
their age. 


Incorrect Answers: 
* A 38-year-old female with osteoporosis - Osteoporosis alone does not warrant initial screening for 
dyslipidemia. 
* A 35-year-old male with asthma - Asthma is not a condition that warrants screening for dyslipidemia, 
however, patients with COPD should be screened for dyslipidemia regardless of their age. 


* A 28-year-old male with a BMI of 26 kg/m? - Individuals with a BMI greater than or equal to 30 
kg/m? should be screened for dyslipidemia regardless of age. 


TAKEAWAY/KEY POINTS: 


Patient's with clinical evidence of atherosclerosis, abdominal aortic aneurysm, diabetes, arterial hypertension, 
current cigarette smoking, stigmata of dyslipidemia, family history of premature CVD, family history of 
dyslipidemia, chronic kidney disease, obesity, inflammatory bowel disease, HIV infection, erectile dysfunction, 
COPD, or hypertensive diseases of pregnancy should be screened for dyslipidemia regardless of age. 
REFERENCE: 


[1] Anderson TJ, Grégoire J, Pearson GJ et al. 2016 Canadian Cardiovascular Society Guidelines for the 
Management of Dyslipidemia for the Prevention of Cardiovascular Disease in the Adult. Can J Cardiol. 2016 
Nov:32(11):1263-1282 


The correct answer is: A 32-year-old female with HIV 
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